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Fast Facts  

¶ The health care reform law enacted in March 2010 will reduce the number of 

uninsured nonelderly people by an estimated 32 million.
1
  

¶ As a result of the reform law, 94 percent of nonelderly citizens and legal residents are 

expected to have coverage by 2019.
2
 

¶ Some 23 million nonelderly people will remain uninsured by 2019, according to the 

Congressional Budget Office.
3
 

¶ As of 2008, 46.3 million nonelderly people in the U.S. lacked health coverage up 

from 45.7 million in 2007, according to the U.S. Census Bureau.
4
 

¶ Nearly 82 percent of the uninsured in 2009 lived in families headed by workers.
5 
 

¶ In 2008, 17.2 percent of full-time employees and 25.5 percent of part-time employees 

age 19-64 were uninsured all year.
6 
 

¶ Another 25 million Americans adults are considered by some analysts to be 

underinsured, up 60 percent from 2003. This means that they are exposed to high out-

of-pocket health care costs relative to their incomes.
7
 

¶ An estimated $2.34 trillion was spent on health care in the United States in 2008, 

nearly 16.2 percent of the Gross Domestic Product (GDP).
8
  

¶ The Centers for Medicare and Medicaid Services estimates that in 2009, national 

health expenditure grew to $2.46 trillion, approximately 17.3 percent of the GDP.
9 
 

¶ Nonetheless, the United States lags behind other industrial nations in many health 

care quality indicators.
10

  

¶ Health care reform is expected to save $124 billion over 10 years, and bring down the 

federal budget deficit by about one-half percent of GDP in the next decade. 

¶ Researchers estimate that 30 to 40 cents of every health care dollar spent in the U.S. 

goes for poor quality care.
11

  

The Law of the Land 

Health reform is now the law of the land. On March 23, 2010 President Barack Obama 

signed the Patient Protection and Affordable Care Act, and one week later he followed with 

modifications in a budget reconciliation bill.  
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The legislation, which will result in an estimated 32 million uninsured Americans getting 

health coverage by 2019, will begin to redesign a fragmented, uncoordinated and highly 

expensive health care system. The new law was the fulfillment of a goal sought by reformers, 

with varying degrees of intensity, since Theodore Roosevelt introduced the idea of coverage 

for all in the 1912 Progressive Platform.  

 

As President Obama noted, it was a ñremarkable and improbableò achievement.
12

  Yet in our 

current polarized environment, it remains fraught with political and policy uncertainties that 

could shadow implementation in the years to come.  

 

Historically, our discussions of national health reform focused on coverage. This time, the 

Obama administration and its allies effectively made the case that health reform is greater 

than coverage alone. Coverage, cost and quality, they argued, are intrinsically entwined, and 

cannot be addressed by piecemeal or incremental solutions.  

 

Our system, rooted in a mid-20th century acute care model, does not adequately meet the 

health care or economic needs of the 21
st
 century, where the overarching medical challenge, 

and expense, is due to chronic disease in an aging population.
13   

 

Reform advocates argued that the cost of inaction outweighed the cost of action,
14

 and that 

state and federal governments, large and small businesses, and ordinary American families 

needed relief from the unrelenting and unsustainable upward march of health care costs.
15

 

And they convinced a majority of lawmakers, albeit a narrow Democrats-only majority, that 

covering the uninsured in a revamped and modernized high quality health care system is the 

morally and fiscally responsible American way.   

Health care reform is difficult because itôs big and complicated, with lots of moving parts and 

unintended consequences. It affects one-sixth of the economy, and touches every doctor, 

hospital, and community. Itôs also hard because even in less volatile political times 

Washington debates are not always about health care per se, but about politics, power, and 

the size and reach of government.   

The battle over health care did not end with the votes in the House and Senate. It will play 

out in the political campaigns of 2010 and 2012 and possibly beyond ï in state and federal 

courts, and in Congress and statehouses charged with setting up exchanges, writing and 

implementing regulations, and appropriating funds so that health reform becomes not only a 

law but a reality.   

The 18 months of debate and the opening phase of implementation were shaped by an 

interesting paradox. As Prof. Robert Blendon of the Harvard School of Public Health has 

explained, many in the U.S. are skeptical about ñhealth reformò but support many of reformôs 

components, such as creating health insurance exchanges, subsidizing the poor, or requiring 

insurers to cover people with pre-existing conditions.
16

  Reformôs success in the long term 

will be determined in part by whether and when the American public decides that health 

reform is the sum of its reasonably popular parts. 
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COVERAGE 

As noted, the health care reform law will result in coverage for an anticipated 32 million 

Americans and legal immigrants ï 16 million through the biggest-ever expansion of 

Medicaid.
17

 The percentage of insured nonelderly residents (excluding illegal immigrants) is 

expected to increase from 83 percent in 2008 (the latest figure available), to 94 percent in 

2019.
18

 About 23 million nonelderly residents (one third of whom are undocumented 

immigrants) will remain uninsured.  

Although only Democrats voted for the final legislation, the bill itself was an amalgam of 

ideas from both parties. The individual mandate, for instance, was initially a Republican idea 

that came to prominence during President George H.W. Bushôs administration.
19

  

The new health care law is a hybrid of public and private solutions. It maintains the current 

employer-based system but fills in the gaps by expanding public programs, notably 

Medicaid, and devotes more resources ($11 billion from FY 2010-15) to community health 

clinics.
20

 It creates ñexchangesò or purchasing pools starting in 2014 to help individuals and 

small business purchase affordable and reliable coverage.
21

  

The exchanges, which according to the Congressional Budget Office will cover about 29 

million people by 2019, will have to follow new rules and will provide new consumer 

protections.
22

 (Not everyone who will be covered in the exchanges is currently uninsured, nor 

will all individuals in the exchange be subsidized. Undocumented immigrants will not be 

allowed to buy plans within the exchanges.)  

Insurers will have to cover everyone, including people with pre-existing health conditions. 

They wonôt be able to charge a higher premium based solely on a personôs health status.
23

 

There will be limits on how much individuals and families will have to pay out of pocket in 

any year, and plans will include better coverage for preventive care. (Other consumer 

protections come into play earlier.)  

The ñpublic planò ï an option for a government-sponsored health plan within the state 

exchanges ï was dropped from the final legislation. Exchanges will instead contain nonprofit 

co-op plans, as well as national plans negotiated by the federal government but privately run 

by insurers. (For more details on the exchanges and the new regulatory framework, see the 

Kaiser Family Foundationôs summary at www.kff.org/healthreform/upload/8023-R.pdf). 

 

The health reform law calls for shared responsibility ï government, individuals and 

businesses all have obligations. People who do not buy insurance, or businesses that do not 

cover their workers, will face penalties. Small businesses and low-income individuals will 

receive subsidies, and there will be some exemptions based on affordability. People can get 

subsidies on a sliding scale up to 400 percent of the federal poverty level. (See cost chapter 

for details on coverage levels and subsidies.) (For more details, go to 

www.kff.org/healthreform/upload/8023-R.pdf.) 

http://www.kff.org/healthreform/upload/8023-R.pdf
http://www.kff.org/healthreform/upload/8023-R.pdf
http://www.kff.org/healthreform/upload/8023-R.pdf
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In addition, the legislation creates the CLASS Act (Community Living Services and Supports 

Act), a form of limited government-backed long-term care insurance. Participation is 

voluntary. The benefit wonôt cover all long-term care costs, but will provide some at-home 

care assistance for the elderly or disabled who need help with routine daily activities such as 

eating or bathing. The law expands and creates several other initiatives aimed at providing 

community-based, rather than institutional care of the elderly and disabled. (See Chapter 9, 

ñLong-Term Care,ò for more.) 

The health reform law gradually closes the ñdoughnutò hole or coverage gap in the Medicare 

prescription drug benefit,
24

 expands preventive care coverage in Medicare (and Medicaid), 

and covers annual physicals and wellness visits for some Medicare beneficiaries.
25

 

Cost and Financing 

 

The nearly $1 trillion coverage expansion will be funded in part by higher Medicare payroll 

taxes on upper income families, excise taxes on so-called ñCadillacò health insurance 

policies, and fees paid by pharmaceutical companies, hospitals and insurers. Payments to 

Medicare Advantage, the private Medicare plans, will also be restructured to eliminate 

overpayment. The health reform law includes neither a cap on overall health spending, nor 

government-imposed rationing, although opponents of the legislation maintained that some 

provisions ï evaluating the effectiveness of different treatments, for example -- could 

eventually lead to rationing. 

Constraining health care spending was part of the health reform debate from the very 

beginning. (See chart, "Actual and Projected Health Spending for Selected Years, 1993 - 

2019.") Some of the projected savings will come from ñdelivery systemò reforms and 

changed payment incentives. These involve strategies to shift the health care system to some 

extent away from its acute care orientation, and more toward care of patients with chronic 

disease, which is responsible for 78 percent of our national health expenditures.
26

 The 

legislation includes numerous incentives, pilot projects, demonstrations and experiments 

designed to create a more integrated and coordinated system, while simultaneously 

improving quality and restraining cost growth.  New tools include medical homes, 

accountable care organizations, and bundled payments for episodes of care.  (See "Quality" 

section below and Chapter 3, "Quality of Care.")  

 

One of the new cost containment tools will be the Independent Payment Advisory Board, 

which will make Medicare payment and waste-reduction recommendations to Congress 

(although hospitals are exempt through 2019). Another is the new Center for Medicare and 

Medicaid Innovation, which will allow new patient-centered care models to be tested, 

recalibrated, and introduced system-wide with more speed and flexibility than traditional 

demonstration projects.
27

 In addition, the legislation creates a pathway for approval of 

biogenerics (drugs based on biologically active substances), steps to strengthen the primary 

care workforce, and a new Patient-Centered Outcomes Research Institute to oversee federally 

sponsored comparative effectiveness research to determine what drugs, devices or procedures 

work best.
 28

  (See Chapter 2, "Cost of Health Care.")  

http://www.allhealth.org/sourcebookcontent.asp?CHID=72
http://www.allhealth.org/sourcebookcontent.asp?CHID=72
http://www.allhealth.org/sourcebookcontent.asp?CHID=66
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Quality  
 

We all have heard the statement that the United States has the best health care in the world. 

We can no longer take this for granted. (See chart, "Scores for U.S. on Dimensions of a High 

Performance Health System, 2006 and 2008.") Our health care markers in several areas lag 

behind other industrialized nations, even though we spend much more per capita and a higher 

percentage of our GDP.
29  

 

In a 2007 study by The Commonwealth Fund, the U.S. health care system ranked next to last 

in quality compared to the United Kingdom, Germany, Australia, New Zealand and Canada. 

The U.S. was last among the six countries in delivering safe care, and next to last in 

delivering the right care, coordinated care and patient-centered care.
30

  

Another example: about half of chronic care patients in the U.S. did not fill prescriptions, get 

the recommended care, or see a doctor in 2008 because of cost, compared to 7 percent to 36 

percent in other industrialized countries.
31 

 

In the last few years, the dialogue about health care quality has begun to change in 

Washington. More experts, both liberal and conservative, have concluded that we need to 

shift resources and priorities into primary care, care coordination, prevention and wellness.
32

 

The health reform legislation begins to do this, by experimenting with new ways of paying  
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doctors and hospitals, rewarding care management and coordination, and beginning to shift 

the system to reward quality, not quantity. (See Chapter 3, ñQuality of Care,ò for details.) 

 

Many of these provisions in the legislation are modest steps or experiments, focused on 

government-run programs like Medicare and Medicaid, and it is not clear how quickly or 

powerfully they will ripple through the whole health care system. The law, however, requires 

a national quality improvement strategy, which includes wellness and population health, as 

well as a new effort to document and address health care disparities.  

Among the tools that aim at creating a high performing health system: 

Chronic disease management, medical homes and Accountable Care Organizations 

The Centers for Disease Control and Prevention (CDC) estimates that 133 million Americans 

live with one or more chronic diseases such as hypertension, diabetes or asthma, and that 

chronic disease accounts for 70 percent of U.S. deaths
33

  and nearly 78 percent of health care 

spending.
34

  (See text box, ñFour Common Causes of Chronic Disease.ò) The health reform 

law encourages the development of "medical homes" where doctors are paid to manage and 

monitor chronic diseases, and while medical homes may be part of the solution, more 

research is still needed.
35 

  

The legislation also encourages Accountable Care Organizations, encompassing new 

relationships between primary and specialty care doctors and hospitals. Using a more 

http://www.allhealth.org/sourcebookcontent.asp?CHID=66
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integrated and evidence-based approach to care, providers will have to meet quality 

benchmarks but can share in savings from Medicare or Medicaid. (See the quality chapter for 

more.) 

 

 

Workforce/primary care  

Fewer U.S. medical students have chosen primary care careers, such as family medicine, 

pediatrics, geriatrics and related fields in recent years.
36

 A 2007 survey of fourth-year 

medical students found that only 23.2 percent were considering a career in internal medicine, 

and only two percent were considering a career in general internal medicine.
37

 Fields such as 

radiology, orthopedics, anesthesiology and dermatology, with higher pay and easier hours, 

are more popular.
38

  

To expand access to primary care services, the health reform law improves Medicare and 

Medicaid primary care reimbursements (although the legislation specifies these 

improvements only for the next five years in Medicare and only for 2013 and 2014 in 
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Medicaid). The law also contains other incentives, including a reallocation of Graduate 

Medical Education residency training slots to encourage medical students to pursue careers in 

primary care and general surgery. 

Some argue that nurse practitioners can meet part of the primary care demand.
39 

Nurse 

practitioners are registered nurses with master's or doctoral degrees and advanced clinical 

training. The legislation expands education, training and loan support for nurses and nurse 

practitioners. The legislation also establishes grants for staff training and other patient 

protection and quality improvements for nursing home and other long-term care facilities.
40

 

Payment reform 

The legislation contains financial incentives for hospitals to reduce unnecessary readmissions 

and bring down rates of hospital-acquired infections and related conditions.  

It authorizes tests of bundling, or paying a team of providers for one episode of care across 

several health care settings in a way that rewards quality, coordination of care among 

providers and outcomes.
41

 It creates Community-based Collaborative Care Network 

Programs which aim to improve chronic disease treatment and management in outpatient 

settings.  

The law expands and creates several other initiatives aimed at providing community-based, 

rather than institutional-care of the elderly and disabled.   

Health Information Technology  

 

Physicians have been slow to embrace health information technology (IT) and most still 

write prescriptions on paper. As of 2008, only 18 percent of physicians reported using a form 

of basic electronic health records even though IT is routinely used in other settings, including 

privacy-sensitive ones such as banking and shopping.
42 

 

 

Barriers to wider adoption include cost, debates over who should pay, worries about 

obsolescence, steep learning curve, concerns over maintaining patient privacy and lack of 

interoperability among health IT systems.
43

  

The American Recovery and Reinvestment Act of 2009 pledged almost $20 billion in 

government funding to assist and incentivize ñmeaningful useò of health IT. The CMS 

priorities for ñmeaningful useò of IT include improving the quality, safety, and efficiency of 

health care, reducing disparities and improving public health, improving care coordination 

and engaging patients, and ensuring privacy protections for personal health information.
44

 

 

The new health reform law provides additional support for health IT, requiring the 

development of national standards for the management of data collection, interoperability 

among HIT systems and security systems for data management.
45

 

In the public health arena, large pools of privacy-protected data could lead to early 

identification of epidemics or bioterrorism, and help comparative effectiveness research.    
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Public Health  

Employers and states are putting new emphasis on wellness and prevention, particularly 

regarding obesity, exercise, tobacco and diabetes prevention and management.
 
The health 

legislation allows more leeway for employers to link workplace wellness to insurance 

premiums.  

Bioterrorism legislation since the September 11 attacks has helped modernize the public 

health infrastructure in ways that enhance emergency preparedness for either a natural 

epidemic or a bioterrorist attack. (See Chapter 12, "Public Health," for more.) The reform 

legislation provides grants to help public health agencies improve surveillance of infectious 

diseases and other public health problems, and respond to these threats.
46

  

Public health researchers have stepped up efforts to understand and address the persistent and 

sometimes perplexing racial and socioeconomic disparities in our health care system, and the 

health reform law encourages further work in this area. (See Chapter 10, "Disparities," for 

more.)   

THE UNKNOWNS AND UNRESOLVED  

Health reform is a massive change. Some of the forecasts about its effects are educated 

guesses based on models and assumptions ï assumptions about economics, health and the 

future actions of politicians as well as health care providers. Concerns remain, in particular, 

about whether competition, regulation, and administrative simplification in the state 

insurance exchanges will make insurance affordable for the middle and lower-middle class.   

Health reform, and its implementation, is also a work in progress. Congress takes up some 

aspect of Medicare, Medicaid or health policy almost every year. Sometimes itôs a small 

tweak to payment formulas. Sometimes itôs a sea change, like covering AIDS drugs or 

providing Medicare to the disabled, or covering poor children under the Childrenôs Health 

Insurance Program.   

The 2010 reform legislation will need tweaks, adjustments, and possibly over time, major 

amendments. States too will continue to experiment on their own. Some insurers and health 

plans may resist change; others may find their economic self-interest and the health interests 

of the population they serve coincide.  And this assumes that announced efforts by some 

Republicans to repeal the law are unsuccessful. 

In addition, the United States faces deep deficits for years to come. The health sector is 

unlikely to be off limits to a national debt-reduction strategy. Lawmakers pondered, and 

discarded, dozens of potential revenue raisers for health reform, ranging from taxes on 

sugary soft drinks to sweeping changes to the tax code.
47

 Expect to see many of these ideas 

resurface in a new context as the nation grapples with its deficit and debt.   

http://www.allhealth.org/sourcebookcontent.asp?CHID=75
http://www.allhealth.org/sourcebookcontent.asp?CHID=73
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TIPS FOR REPORTERS 

¶ One of the most common errors reporters make is equating universal health care with 

government-run or socialized medicine. They aren't the same thing, even if some 

politicians claim they are. Socialized medicine means that hospitals are owned by the 

government, and most health providers are government employees. Universal health 

care simply means that everybody is covered: whether in a public system, a private 

system, or as is the case under U.S. health reform, a public-private hybrid.
48 

 

¶ More health care does not always equal better health care. Get familiar with the basic 

ideas of the Dartmouth Atlas of Health Care (www.dartmouthatlas.org). In more than 

30 years of work, the Dartmouth researchers have discovered huge differences in how 

people are cared for in different parts of the country. Regions that spend more on very 

sick people do not necessarily have better outcomes. In fact, lower-spending regions 

often show better results, partly because they tend to use more primary care and 

proportionately fewer specialists.
49 

 

¶ Health policy as an academic field has grown tremendously since the early 1980s, in 

and outside of Washington. And nowadays it's all online, which makes the 

Washington think tanks more accessible to regional reporters. In addition, journalists 

can now tap into expertise in health or public policy departments at local universities. 

These academic experts can both help translate national policy and explain the impact 

of national proposals on a specific region or state.  

¶ Almost every story can be a health care story. Whether a reporter is covering a labor 

dispute, the local economy, personal bankruptcy, local politics or early childhood 

well-being, health care can nearly always be part of the picture.  

¶ More clinicians and provider groups have begun to encourage health care 

improvements on a local scale. Identify innovators in your community through 

organizations such as the Robert Wood Johnson Foundation, the Institute for 

Healthcare Improvement, and the American Academy of Family Physicians. Learn 

through your local hospitals and medical associations which providers are taking part 

in national pilot and demonstration programs, and which health plans may be backing 

innovation in the private sector too. 

¶ Find out what's unique about your state's health care system. Many states and 

governors are testing their own approaches to more affordable coverage and more 

integrated or evidence-based delivery of care.  The State Coverage Initiatives 

program, sponsored by the Robert Wood Johnson Foundation and administered by 

AcademyHealth in Washington, DC, keeps tabs on reforms at the state level 

(www.statecoverage.org). The program offers policy and technical assistance to help 

states expand coverage and launch other reforms. The National Academy for State 

Health Policy is another useful resource (http://www.nashp.org/). 

¶ The Association of Health Care Journalists (www.healthjournalism.org) has links to 

many resources, webcasts, and tip sheets of use to reporters covering reform.  

 

http://www.dartmouthatlas.org/
http://www.statecoverage.org/
http://www.statecoverage.org/
http://www.nashp.org/
http://www.healthjournalism.org/
http://www.healthjournalism.org/
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STORY IDEAS 

¶ Does your community have a primary care shortage? How easy is it to get a primary 

care doctor? What is your state or community doing to encourage more doctors to go 

into primary care? Understand the role of primary care providers as care coordinators, 

not necessarily as HMO-style gatekeepers.  

¶ Much of our spending is - and will be - on the sickest patients near the end of life. But 

some of the money we spend in that period is on care that people do not really want, 

or care that we know will not improve their health or even prolong their life.  How is 

the new field of palliative medicine evolving, and can it save money while improving 

quality?  What kinds of hospitals (nonprofit, academic, for-profit, public?) offer 

palliative care and how easy is it to access?  

¶ "Medical homes" are appearing in numerous communities. A definition from the 

American Academy of Pediatrics: "Primary care that is accessible, continuous, 

comprehensive, family centered, coordinated, compassionate and culturally 

effective."
50 

  Are there medical homes in your community? If so, what do they look 

like? How can patients access them? What is it like to be a patient in one of them? Is 

this a genuine innovation or new name for primary care?  

¶ Spend some time with local medical students. How much do they know about the 

health care system that they are entering?  

¶ Your local emergency room is a barometer for the health of your communityôs 

medical system. Is it crowded? If so, it may be not only because of the growing 

numbers of uninsured. Explore how much of the overcrowding in your community is 

due to lack of insurance, how much is caused by the inability of the insured to access 

timely primary care (including nights and weekends). How much is due to internal 

management and patient flow problems within the hospital? If your ER isn't crowded, 

what are they doing right? How are people getting appropriate community-based 

care?  

¶ The Centers for Medicare and Medicaid Services, the federal government's Medicare 

agency, recently introduced "never event" payment rules, meaning they won't pay for 

certain avoidable conditions such as wrong-site surgery or certain hospital-acquired 

infections.
51 

Some states and private insurers are introducing similar policies. This 

isn't expected to radically change payments to hospitals in the early years, but it is 

designed to make hospitals take a hard look at how they can improve quality. How do 

hospitals in your community stack up? How have they  responded to the new policy? 

Is your state requiring hospitals to do more reporting on mistakes or hospital-acquired 

conditions including infections? 

¶ More employers are introducing workplace wellness and prevention programs. Are 

they working? Are they cost-effective? Do they discriminate against people who have 

chronic conditions? 

¶ Community health clinics have taken on an expanded role in covering the poor and 

the uninsured, and this will grow in the coming years. The new reform law includes 

major new funding for these clinics.  Quality varies; some clinics are actually de facto 

medical homes, which do a good job of providing primary care, coordinating chronic 

disease, and linking patients to needed social services in the community. How do 

your local clinics stack up?
52
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